Background: Whilst there is much current data on early outcomes after Coronary artery bypass grafting(CABG), there is relatively little data on medium term outcomes in the current era. The purpose of this study is to present a single surgeon series comprising of all first time CABG patients operated on with the technique of cross clamp fibrillation from Feb-1996 to through to Jan-2003, and to seek risk factors for medium term mortality in these patients.
Introduction
The ultimate aim of coronary artery bypass grafting is to achieve long term patency of coronary bypass grafts and therefore long term symptom free survival. Therefore every technique of bypass grafting should be judged by these outcome measures. Many studies have been performed to assess the long term survival in patients undergoing coronary surgery using cardioplegic on-pump surgery [1] [2] [3] [4] and also off-pump bypass grafting [5] [6] [7] . Indeed a recent statement from the American Heart Asso-ciation compared the long term outcomes between the two techniques [8] . However there have been no studies reporting the long-term survival of patients undergoing coronary arterial bypass grafting using cross clamp fibrillation. Benefits of this technique include very short crossclamp and bypass times, whilst consistently achieving complete revascularisation. This technique is used by 15% of UK surgeons [9] [10] [11] which equates to around 3500 operations in the UK per year. Thus we sought to assess the medium to long term survival of patients undergoing bypass grafting using cross-clamp fibrillation. Our second aim was to identify risk factors for long term mortality for these patients. Our hypothesis was that we may be able to identify risk factors pre-operatively that may be amenable to modification in the years post surgery, thereby further improving long term survival.
Methods

Surgical techniques
This has been previously described [11] . The heart is approached through a median sternotomy and the left Internal Mammary Artery harvested on a broad pedicle. Papaverine is topically applied. The saphenous vein is routinely used for subsequent grafts unless they are not suitable for harvesting in which case a radial artery or second mammary artery would be used. The patient is placed on cardiopulmonary bypass and the aorta cross-clamped while each distal anastomosis is fashioned. The cross clamp is then removed while the proximal anastomosis is formed. Bypass is performed at 32 degrees centigrade, and pulmonary artery venting is not routinely used.
Data Management
Local Ethics Board Approval was obtained to utilise our own database for this study and also to obtain survival statistics for each of the patients on our database. All data was prospectively collected on the departmental Patient Access and Tracking System (PATS) (Dendrite). Survival data is available for all residents of England through the National Health Service Strategic Tracing Service, using the patients NHS number as a unique identifier. This was accessed using an Internet based, password secured approach.
Urgent patients were defined as any patient requiring their operation prior to hospital discharge. This included a small number of patients having their operation within 24 hours or referral. A good left ventricular ejection fraction (EF) was defined as an ejection fraction over 50%, moderate EF 30-50% and poor EF >30%.
Statistics
Statistical analysis was performed on SPSS 13.0. Binomial categorical data was compared using the Fisher's test, and the remaining categorical variables were analysed using the Chi-Squared test. Continuous data was analysed using the unpaired T-test if normality could be established, and skewed or rank data was analysed using the Mann Whitney U test. Multivariate analysis was performed using Cox regression and all variables that demonstrated a univariate significant predictive ability for mortality to a p-value <0.2 were entered into the model. Of note parsonnet score was not entered into the multivariate analysis as it is a composite score of multiple potential univariate predictors, and may thus mask their predictive ability.
Results
From Feb 1996 to through to Jan 2003, a total of 1177 patients were identified as having either elective or urgent first time isolated CABG. 80% (939/1177) of patients were male and mean age was 63 years (Standard Deviation(SD) 9.7 years). 73% had triple vessel disease, 22% had double vessel disease and 5% had single vessel disease. 17% had left main stem disease. Mean number of grafts was 3.24 (Range 1-6). Mean follow up was 5.3 years (range 0-9.4 years, minimum follow up of living patients was 892 days). The full demographics for this study are shown in table 1 together with their ability to predict medium term mortality.
Average cross clamp time was 27 minutes (SD 11.7) and mean bypass time was 67 minutes (SD 25). The short term complication rate was low ( Table 2 ). The IABP usage was 1.4% (17/1177 patients), Inotropes were used in 14% (167/1177 patients). The re-operation rate was 3.5% (35/ 1177 patients) and the rate of sternal re-wiring was 0.7% (8/1177 patients). The readmission to ICU rate was 2% (23/1177 patients). The 30 day mortality was 1.6% (19 patients).
Mean follow up was 5.3 years and the 5-year survival was 86%. Follow up was performed up to 9 years and the survival at this stage was 79% across the whole group. This survival was significantly dependant on both age and parsonnet score as might be expected (Figures 1 and 2 ). Survival at 8 years for the various age categories were: under 55 years: 91%, 55-65 years: 83%, 65-75 years: 74%, over 75 years: 45%.
Our survival compared well with the UK survival rates of healthy residents of our region supplied by the Office of National Statistics. For example the 9 years survival of a healthy 63 year old in our region was 83%, and in our study our 9 year survival was 79% (Our mean age is 63 in our database)
We analysed the database for significant medium term predictors of mortality ( 
Comment
We have demonstrated that coronary arterial bypass grafting using cross-clamp fibrillation is associated with low short and medium term mortality. Furthermore we have demonstrated that in the years post-cardiac surgery, mod- ifiable risk factors remain a significant cause of mortality. Hypertension and high cholesterol did not show a significant association in our database. This may be due to the fact that these risk factors are now aggressively treated by cardiologists and general practitioners in the years post cardiac surgery. In the United Kingdom and internationally, guidelines exist for the control of both hypertension and cholesterol in the community and are regarded as being well adhered to [12, 13] .
In contrast diabetes, peripheral vascular disease, a high BMI, and current smoking all adversely affected long term mortality. We hypothesise that these risk factors are not as successfully treated in the years after cardiac surgery. It is our experience that patients who smoke through their admission for cardiac surgery invariably fail to stop smoking in the immediate post operative period. In addition patients with a high BMI also tend to fail to lose weight post operatively. Peripheral vascular disease may reflect patients with an aggressive atherosclerotic process in several other organs in addition to the heart and thus the risk of mortality due to other causes may be higher.
We have shown that diabetes remains a risk factor for late mortality. Further studies would be required to determine whether tighter glucose control would improve survival or whether this effect reflects the poorer prognosis of patients with diabetes although the association with tighter glucose control and survival is well established [14] .
Gardner et al [15] performed a retrospective analysis of 11,815 patients undergoing coronary surgery in 43 US hospitals, searching for risk factors for 6 month survival. Their survival at 6 months was 93.8% and they found that Kaplain-Meier Survival plot by Parsonnet score Figure 1 Kaplain-Meier Survival plot by Parsonnet score.
Kaplain-Meier survival plot by agegroup Figure 2 Kaplain-Meier survival plot by agegroup.
Chronic Obstructive Pulmonary disease (COPD), cerebrovascular disease and older age predicted 6 month mortality.
Boucher et al [16] studied 329 patients over 70 years of age after cardiac surgery. They reported a 9.4% operative mortality and thereafter a 5-year survival of 86% which was comparable with the background population in their area. Their survival was comparable to that in our own study.
Caputo et al [17] reported the medium term survival of 1,479 patients who had undergone off-pump coronary arterial revascularisation. They reported a 2 year mortality of 4.7% in patients who received a complete revascularisation. Of note they found a 10.8% 2 year mortality in patients who received an incomplete revascularisation. Our 2 year survival is therefore comparable to this cohort of patients operated on with off pump surgery with complete revascularization.
The Multicenter Study of Perioperative Ischemia Research Group [18] found in an analysis of 2,048 patients from 24 centres that the 5 year survival was adversely impacted by age, diabetes, congestive heart failure and anaemia, in agreement with our own results.
Gao et al [4] analysed 56,543 patients who underwent CABG at one of 43 veterans hospitals for risk factors for long term survival. They found that diabetes had an increasing impact on survival, eventually doubling mortality at 9 years post-operatively. They also found that COPD, age and urgent surgery persisted as a risk factor in the years post surgery in agreement with our results. Their 5 year survival was 81% in their cohort of patients with the same mean age as our own.
The CASS registry followed up their cohort of 24,959 patients who underwent coronary artery bypass grafting between 1974 and 1979 [2] . Their 10-year survival was 74% in this cohort of patients who had a mean age of under 55. They identified that risk factors for long term survival included heavier weight, diuretic use, diabetes and smoking. They did not investigate peripheral vascular disease as a risk factor.
Our study has weaknesses. It is retrospective in nature although our follow up is complete due to the fact that the NHS tracing service contains a complete database of all deaths in the UK. We have not yet been able to obtain data on the cause of death for our post-operative patients. In addition we have no information as to the incidence of MI, stroke or reintervention in the years post surgery. This data could potentially provide valuable additional evidence in support of the fact that modifiable risk factors may account for a large proportion of the deaths. This series is a single surgeon's series, and although this eliminates a large amount of perioperative technical heterogeneity associated with other studies, the presence of modifiable risk factors in other surgeons practice would require confirmation. Also we have not provided a detailed account of radial artery or RIMA usage although in our experience this usage was very low in this database. It is possible that long term outcomes may have been superior with arterial conduit usage although the RAPCO randomised study of saphenous vein versus arterial conduits has so far shown no benefit at 5 years after randomization [19] We conclude that the treatment of coronary atherosclerotic disease by cardiothoracic surgeons should not end on successful discharge from the unit. The cardiothoracic surgeons should ensure that the patient is placed into programmes of smoking cessation, weight loss and diabetes supervision as appropriate. Cardiac Surgeons should ensure that these programmes are effective in their area and ensure that regular audits of their efficacy are conducted.
We have furthermore demonstrated that coronary arterial bypass grafting using cross clamp fibrillation is associated with an equivalent short and medium term survival to patients undergoing coronary revascularization either using cardioplegia or off-pump techniques. 
Abbreviations
